The purpose of this study was to explore how supervisors in group homes caring for people with intellectual disability responded to the development of age-related health changes in their residents. Ten group home supervisors working in the disability sector were interviewed once. Data were analysed using Dimensional Analysis. The study identified several factors related to whether a resident could stay 'at home' or would need to be moved to residential aged care (nursing home) including: nature and extent of group home resources, group home staff comfort with residents' health changes, staff skill at navigating the intersection between the disability and ageing sectors, and the supervisor's philosophy of care. The ability of older people with an intellectual disability to 'age in place' is affected by staff knowledge about and comfort with age-related illnesses, staff skills at navigating formal services, staffing flexibility, and the philosophy of group home supervisors. Despite the growing international concern for the rights of people with disability, particularly in relation to decision making, questions about the older person's choice of residence and participation in decision making about what was best for them, were almost nonexistent. Rather, decisions were made based on what was considered to be in 'the best interest'.
home staff caring for ageing residents with ID responded to the development of agerelated health changes of their residents, and to identify some of the reasons that people with ID are relocated to residential aged care. Our intention was to learn how group staff in Victoria, Australia viewed age-related changes, how they decided when a resident must go to residential aged care, and how they supported people who stayed despite significant age-related health problems.
Methods

Design
This study was conducted using Dimensional Analysis (Caron and Bowers 2000; Bowers and Schatzman 2009 ) a variant of Grounded Theory methodology. The methodology is based on Symbolic Interactionism and was developed as a research method for studying social behaviour, specifically to explore how participants understand a particular phenomenon as well as the actions that result from those understandings. As such, the methodology relies on detailed, in-depth interviews that probe and illuminate how participants make sense of the actions in which they engage, and how conditions and context influence both actions and understandings.
Sample
The sample consisted of 10 supervisors of group homes for people with an ID. Each home has direct care staff and a supervisor who also had some direct care responsibilities. Some supervisors were responsible for more than one home, some for only one home. There was a wide range of experience but most supervisors had been working in the disability sector for many years, and had watched the evolution of services for people with disabilities over time. In contrast, most had little training or experience in aged care or in health care. A few had done short courses on how to care of people with illnesses like diabetes.
Setting
The group homes had up to 6 people with intellectual disabilities. They are guided by a commitment to quality of life, the development of personal confidence, reaching the highest personal potential possible, and full engagement in community life. This consistently includes meaningful work and social activities. They operate with rostered staff during the day and sometimes at night but primarily only in a sleep-over capacity. During the morning, group homes are staffed to provide support and assistance with daily activities, grooming and hygiene, meals, medication and getting them ready for day-activities, while at night they are only expected to be actively on duty in an emergency situation.
Data collection
Individual interviews with supervisors lasted between 30 and 60 minutes and were tape-recorded and transcribed for analysis, except for one interview which, upon request was not tape-recorded but notes were taken about the issues raised. Interview questions were initially open, allowing the supervisors to identify issues of most importance and to hear how supervisors conceptualized issues and possible responses. As the study progressed, structured interview questions were added to facilitate comparison of perceptions and strategies across the supervisors.
Data analysis
A group of four researchers met to analyse the data using dimensional analysis (Bowers and Schatzman 2009; Schatzman 1991) . This involves a line-by-line analysis of each interview, an identification of how supervisors think about the topic under discussion, and the logic they employ in describing how they came to specific conclusions. This includes pursuit and analysis of topics not initially identified by the researchers who were careful not to impose assumptions about 'the best or most appropriate' decision, how problems should be defined or addressed, or the best response to problems. Analysis included a careful comparison of how supervisors made decisions, their beliefs about what was best for residents, the rationale they provided for their decisions, and how their conclusions influenced the outcomes for residents.
Results
Group home supervisors consistently expressed the belief that, at some point, residents with serious health conditions may require more intensive or skilled care than they can provide. However, there is less consistency in their views about the criteria that determine when a resident can no longer be accommodated in the home. While direct care staff (and family members) had some input into the decision, supervisors were ultimately responsible for deciding which residents could stay and which should be considered for a move to residential aged care. In no cases did residents participate in the decision about whether or not they would be moved to aged care. It was assumed that they would not want to move. There were no homes that had clear policies to guide decisions about when residents should move to aged care.
Supervisors' philosophy had a significant impact on whether a resident was able to stay 'home' following the development of health conditions. While there was some variation, supervisors tended to fall into those who believed that group homes are for physically active, physically healthy people with the primary purpose of supporting active engagement with the wider society, and those who believed that residents should be able to stay 'home' until it was not longer feasible. While all supervisors expressed a strong belief that residents should be supported to stay 'as long as possible', they differed on how they defined 'possible. The research team designated these two distinct philosophies as 'active engagement' and 'aging in place'. The designation was based on supervisors' descriptions of how they make decisions about residents who have health or aged related issues and the relative importance they put on of staying home versus being actively engaged. Those describing an 'active engagement' philosophy generally supported a move to residential aged care for residents who were no longer physically well or active and could not participate in day-to-day activities. They saw ageing residents with significant health conditions as no longer appropriate for the group home. For them, the impact on other residents was a primary consideration in whether the resident should stay.
Supervisors supporting a philosophy of 'ageing in place' believed that residents should have access to whatever support would allow them to remain in place. While they were concerned about other residents, the impact on them was not considered an acceptable reason for relocating to aged care. Those supporting an 'ageing in place' philosophy believed that every possible alternative and additional support should be tried before accepting the aged care option.
Resident health characteristics
An examination of the resident characteristics and supervisors' responses revealed a complex set of interconnected factors that significantly influenced the likelihood of moving to residential aged care.
Slowing down. One frequently mentioned age-related change in residents was about slowing down -loss of vigour, fatigue, and decreasing stamina.
Physical conditions. Most supervisors reported seeing increasing numbers of people with ID in their 50s and 60s, who were beginning to develop chronic health problems. Common health problems identified included: heart conditions, arthritis, kidney problems, incontinence, cancer, neurological disorders, diabetes, skin conditions, etc.
What's happened with the people with the intellectual disability is that they, regardless of what age group they're sitting in, have physically declined … so their needs have increased. (#2) Cognitive and behavioural changes. Probably the most frequently mentioned health condition was dementia. Sometimes dementia was diagnosed by a gero-psychiatrist following a comprehensive assessment. More often, the diagnosis was made by someone without expertise in either dementia or ID, sometimes even by staff in the homes. There was a widespread (although not exclusive) view that people with ID were likely to develop dementia at an early age. While there is a relationship between Down syndrome and dementia, there is no such relationship for other residents with ID (Kerr 2008) . Despite this, many supervisors viewed all of their residents as at high risk for dementia and assumed that any signs of confusion were indicative of dementia. This meant that dementia was the diagnosis that first came to their mind when a resident appeared confused.
Resources: availability and flexibility
Resource availability
As residents developed age-related health conditions, additional resources were often needed to meet their needs. Equipment and staffing were mentioned as the most important resources for maintaining people in group homes as they aged. Many health changes experienced by residents led to a decline in physical strength and mobility. When this occurred, routine activities such as bathing, going on local outings, getting in and out of chairs could become quite difficult and unsafe. Supervisors commented that once residents experienced significant physical decline it was physically difficult for workers, particularly if they did not have the equipment needed to deal effectively with changing resident needs.
As physical decline was experienced, residents began using wheel chairs, walkers and lifts. Many group homes were not built to accommodate people with poor mobility and steps, narrow hallways, and inaccessible bathrooms. Even when equipment was available, or when the organization was willing to invest in the necessary equipment, the structure of the homes often prevented it from being used.
No it's not big enough to put a lift in. You can't even get the lift through the passageway, you see, whereas the purpose house, the houses that the Department have built, you could have more 'ageing in place' there because the facility has got the space, the wide passages, the big bathrooms, you know, whereas just our little houses in suburbia, they haven't got that. (#4) Some homes were modified to accommodate people with mobility challenges, installing ramps, widening, doorways or changing floor coverings. In some facilities, making more effective use of available resources, purchasing and learning to use equipment, or making housing modifications allowed residents to stay, or at least delayed a move. For others, the need for building modifications or equipment triggered a move to aged care.
The supervisors' philosophy was important in determining whether equipment would be purchased or house modifications considered. Supervisors who were committed to the 'ageing in place' advocated strongly for equipment and house modifications. Supervisors, who adhered to the 'active engagement' philosophy, often rejected the idea of bringing in specialized equipment to assist with residents who had restricted mobility. Their rationale was that bringing in equipment would change the nature of the home, making it more of a medical facility or a nursing home. In contrast, homes with an 'ageing in place' philosophy were more likely to make environmental modifications with some supervisors ensuring that new buildings were designed specifically for this purpose or they moved older residents to modified or purpose built homes as their needs change. They would explore all possible options to keep the resident in place even if it inconvenienced other residents.
Staffing models
Staffing was repeatedly identified as a barrier to keeping people 'at home' as they aged and developed health conditions. While some homes had 24-hour staffing, this was the exception. Most homes have intermittent active staff coverage, primarily during evening hours with a sleep-over attendant for emergency backup and to get residents up and out in the mornings. In general, there is no staffing during the day as residents are expected to be 'at work'.
A staffing consequence of age-related health changes in residents was the increasing need for assistance during night and during work hours.
As residents develop more and more health problems, they tend to be up more frequently during the night. While this was not a problem if it occurred occasionally, it created serious problems for staff if it occurred on a regular basis and tended to be a trigger for a move to residential aged care.
Intermittent staffing levels created a particular challenge when caring for people with declining physical abilities who needed consistent supervision. Altered sleep patterns and frequent urination during the night, both common in healthy older adults, was identified by several supervisors, as reasons to consider a move to aged care, as indicated by the following comment, particularly if residents were prone to accidents. I've spoken about the fact that the two men that went off to a nursing home could have perhaps stayed with us if we had have had active night support, especially the last person who left … and with his frailty and in getting up and down at night-time to go to the toilet and stuff, he definitely needed more support overnight and that was one of the main reasons why he went off to a nursing home. … He definitely needed more support overnight and that was one of the main reasons why he went off to a nursing home. It certainly wasn't anything to do with we couldn't provide his daily care needs. It was about the support level he required. (#3) The absence of 24-hour staffing created challenges for supervisors when residents who had been in hospital were ready to return home.
My understanding is the reason they said she couldn't come home [from hospital] was because they could not resource the house; they could not staff the house 24 hours a day and she did require that. (#2) In homes where supervisors endorsed an 'active engagement' philosophy, modification to routines were much less likely to be supported, particularly if it put financial or emotional strain on the agency or staff. In homes where supervisors supported an ageing in place philosophy, there were concentrated efforts to reorganize staffing patterns to keep people 'home' and acquire or lobby for the funds to enable this to happen. Supervisors with strong commitments to 'ageing in place', engaged in many strategies to find support which would prevent a move to aged care. This included negotiating with government departments to make an exception to a policy, either temporarily or on a more long term basis by increasing funding for a particular individual so their needs could be met.
Staying home during the day was not such a problem for homes that were part of larger organization that had a group home staffed during the day as residents could be accommodated for occasional sick days or even permanently. The down side of this strategy was that residents were moved from a familiar home and friends. Both single homes and those that were part of a network were starting to identify staff who were willing to work during the day at an on-call basis.
Philosophy was an important factor in planning for the future. Supervisors who supported an 'ageing in place' approach were beginning to discuss what needed to be done to keep residents who were slowing down or who wished to retire in the home. Some plans include: increasing the daily living skills of residents so they could be left on their own for at least short periods of time, increasing the skills of staff, building special homes or adapting current ones, and developing new staffing models to accommodate ageing residents.
Many residents do not currently have the skills needed to make their own meals, undress and dress to use the toilet, make phone calls, etc. This seemed to be a greater issue for residents who had recently lived with relatives than those who had been in group homes for some time. However, supervisors acknowledged that many residents were capable of learning the skills but had not be taught how to do so, largely because it was not part of the agencies strategic plan or because it was given low priority by the agency. While it was not common practice, one supervisor talked about how the organisation had responded to this situation by re-evaluating the need to have daily supervision for all residents. While she acknowledged that this did not work for all residents, in many cases their system was now supporting residents to retire and remain at home unsupervised. In one group home, two older women wanted to stay home together so staff responded by teaching them to prepare meals. In situations where residents were staying home alone, staff also taught them how to remain safe and how to call for help. As an adjunct to up-skilling, staff arranged for someone to 'stop by' during the day, to check on residents who were home alone. Families and friends of residents were also encouraged to create resident buddy systems and to check up on those staying at home. While these strategies were used in some homes, many of the staff found this solution unacceptable. As one supervisor observed, the greatest difficulty with this approach is to get staff to the point where they are comfortable leaving residents on their own for any length of time. This strategy was not considered appropriate for residents that had serious health problems.
Another important staffing issue related to ageing and health conditions is the need to have more than one staff member on duty at a time.
Because, look at John … you need to have two people on, you know, and when he's just had a seizure it takes two people to transfer him from A to B. … If we could have, for instance, more funding to have two people on.
Working alone was becoming an increasing issue for staff as changes in resident mobility and strength made it unsafe for a single staff to engage in activities such as bathing, going on outings, transferring residents from a wheel chair in a way that was safe for both staff member and resident. Although some homes were able to provide staff for predictable events such as baths by having two staff available for short periods, an unpredictable need for a second staff (such as after a fall) could not be accommodated.
Philosophy was important in determining whether a group home was considering alterations in their staffing model to accommodate slowing down and/or health conditions. Supervisors who did not support 'ageing in place' were much less likely to be considering any changes. The intersection of philosophy and staffing model is also clearly visible in the supervisors' response to a resident's wish to stop 'work', or retire.
Supervisors noted that older residents often resisted getting up early or going out for the day. One supervisor said, 'This 75 year-old man said to us this winter, I don't want to go to work at nine o'clock in the morning'. Most of the supervisors expressed concern about pushing people to continue with day activities or 'work'. Many residents were beyond usual retirement age but still unable to 'retire' because the staffing model assumes residents are young and physically healthy. 'I think people just aren't allowed to retire because there's no staff at home'. This is particularly an issue for those who are now finding a full work schedule quite taxing. The general guiding philosophy, however, determined the response to resident retirement. Supervisors supporting a 'active engagement' philosophy often suggested that a move to residential aged care would be appropriate, as there are 'many young people on the waiting lists' for group homes and who could be able to fully participate in the day programs and in the extra activities. As one supervisor member said, 'The older person would at least be able to sleep in'.
Flexible staffing models, allowing older residents to retire, were more likely to be supported by supervisors with an 'ageing in place' philosophy. Some supervisors, particularly those driven by the 'ageing in place' philosophy, organized alternative activities but this required a re-allocation of resources or seeking of additional resources in order to finance these activities.
Compounding the problem is the inability to control transportation services. In some cases, the transportation schedules lead to long days (with residents not able to leave their work place until after 5pm) and require residents to be up very early.
A number of people were well into their 50s you know and suddenly we're saying to these people, 'I'm sorry, now you have to go to a Day Program'. (#8)
Because of restricted transportation services, they were unable to accommodate him. This meant he had to get up much earlier than previously because it was taking him longer and longer to get ready.
Skills and comfort level of supervisors
Continence care, mobility decline, diabetes, arthritis, skin break down, heart conditions, fractures, cancer and behaviour changes were some of the more common agerelated changes with which staff were sometimes faced. Supervisors' perception about whether they were able to manage health conditions was a major factor in relocation decisions. Perceiving that a resident needed 'nursing care' was a common reason for initiating a move to residential aged care. Many supervisors believed that once residents had been diagnosed with a serious medical condition, they were in need of nursing care and would have to go to aged care, regardless of their need for any specific nursing intervention and without pursuing whether local nursing agencies could provide the care. In particular, supervisors expressed a fear that 'something might happen' for which they were unprepared even though the resident had no increase in basic daily needs or technically skilled care.
The first man who went off to a nursing home had a heart problem so needed medical staff and we certainly didn't have that available. (#3) For others, keeping such residents violated the basic 'active engagement' philosophy. These supervisors tended to explain decisions to move residents to aged care with statements such as 'this is not a nursing home'. For example, when residents required technical care such as injections for diabetes, some supervisors described the resident as 'not healthy' and as 'needing nursing care'. Therefore, they should be in a place that provided nursing care.
Some homes were willing to keep older residents despite serious medical conditions, even those requiring some ongoing nursing care. In these instances, supervisors often sought assistance from health care professionals, sometimes sending staff to training programs to learn the necessary care or sought assistance from outside agencies such as District Nurses. Some supervisors stated that they had been actively seeking new staff with aged care or medical experience, hoping to bring health expertise into the homes. Another strategy was to support some of the workers to take courses in aged care at local college of Technical and Further Education (TAFE).
And one of the other Area Staff here has worked in a nursing home for years and we have a lot of staff out in the houses that have done nursing home work as well, because what we're trying to do is, we're currently in negotiation with the TAFE and other agencies to try and get dual certificates for our staff. (#3) Resident behaviour change or new evidence of confusion generally led to supervisors assuming that the resident had developed dementia. In addition to confusion and clear changes in cognitive or language ability, aggression, anger, and even moodiness were often interpreted by supervisors as the 'beginning of dementia'. Supervisors frequently accepted such behaviour changes as sufficient evidence for dementia, moving quickly to a decision that the resident was no longer appropriate and must move to aged care. Other possible sources of confusion, such as medication side effects, underlying medical conditions or depression were rarely acknowledged of pursued.
And one of the things that came up was dementia. I think staff, I'd love to have more training in dementia for them as well because people are very quick to put labels on other people, you know, you've really got to know a little bit more about what is dementia. Just because I don't remember everything that happened yesterday doesn't mean to say I've got dementia. (#4) In some homes, the development of dementia seemed to be less worrisome to supervisors, as they were familiar with limitations in cognitive abilities and care requirements. but it's not something that's not coped with because the Alzheimer's Disease, how it presents is typical for somebody with an intellectual disability. (#3) I thought. Golly, you know these guys are not much different than some of our guys, you know and they've got dementia. (#4) Ability to navigate the health and disability sectors Our interviews are replete with references to rules and regulations that prevented residents from accessing the services they needed to remain at home as they aged. In many instances supervisors were told that a resident was not eligible for the services. Some were given different information by different sources. Several supervisors described their confusion over just what residents were eligible for, where to obtain services, when and by whom and in what setting they could be used and how to find the answers to these questions.
The confusion about eligibility meant that there was inconsistency in getting services. One supervisor reported that disabled older people with dementia cannot access 'the cognitive dementia and memory clinics, which is an aged care thing'. Others were able to obtain similar services, sometimes by breaking the rules, other times by knowing who to ask (or not ask). As one supervisor said, 'I'm quite sure that if X saw that Y was funding us, they'd withdraw'.
Disability, health and ageing are all covered and funded by different government departments and jurisdictions with diverse eligibility rules and sometimes competing philosophies. Each sector is keen not to take on costs for which another level of government 'ought' to fund. Many, but not all, of the supervisors had been told by 'someone in authority' in either the ageing or disability sectors, that a person who was receiving services from one public sector was ineligible for services provided by the other sector. Accessing both sectors would be considered 'double dipping' and against government policy.
It's very difficult to get access to the HACC 1 services if there is another funding service involved. … But there's this whole thing, it's like if Psych services and Disability services, once you're in one system the other care system or the other system actually refuses, says No. So it very clouded. It's very muddy. (#3) Many supervisors cited cases where relocation could be avoided if only appropriate services could be obtained. One supervisor illustrated how difficult it is to honour a resident's choice to age in place:
It's been really difficult to obtain any Aged Care Services for the clients themselves because they're falling in the gaps … they have a disability so … the Aged Care Services don't want to, I suppose, touch them because they fall in between the gaps. It's kind of 'it's a Disability Service and then if it's not my area, it's your area', type of thing. (#6) To complicate the situation, supervisors reported that services for which a person had been eligible under the disability sector were sometimes denied after the person reached 65, because it is assumed that people over 65 would be use services in the aged care sector.
The woman in her late 80s wants to remain living [in place]. She cannot afford continence products. We've tried everywhere for funding. … Because she's living in a Supported Residential Service, which is disability funded, the aged care sector won't touch her. The aged care system has said NO NO NO, you are only eligible [for continence products] if you're under 65. (#2) The consequence was that supervisors often found themselves trying to navigate between two service sectors to obtain needed services. As a result, ageing people with an ID were reported to be falling between the gaps.
It's been really difficult because they [clients] are falling in the gaps, you know they have a disability so sometimes, at times the aged care sector don't want to touch them they fall between the gaps. (#6) Several providers spoke of the lack of planning and coordination at a regional or national level with the result that 'ageing in place' was compromised. As one supervisor said, 'Let's get real here. We can't have "ageing in place" with the system that we've got'.
Driven by a strong commitment to 'ageing in place', some supervisors were able to access services from both sectors, even when they had been told it was not possible. Simply learning the rules about what the resident was eligible for and which services could be used together was daunting but some managed to navigate both. One supervisor deliberately developed close working relationships with both sectors, hoping to be more informed. One common strategy used was to bring in consultants to inform other staff and agency managers about resources available to residents from ageing services. Several supervisors identified this as a useful way to learn more about what was available, referring to the staff's general lack of knowledge about ageing related community services.
I think it works okay, I mean you are crossing a number of systems. That makes life complicated at times. … But it does mean you sometimes have to really work through what systems works best for a particular person, so but in terms of sort of just arranging supports, it's okay. (#8) The most determined supervisors who were committed to 'ageing in place' invited experts in aged care services to provide advice and information prior to a person needing the service. Many arranged for experts from ageing services to meet with staff and family members, explaining what is available and how to access services. Some supervisors were tenacious in seeking services for ageing residents and pestered funding bodies to supply to funds to provide the needed service. Their view about 'ageing in place' seemed to influence their enthusiasm for seeking solutions to these complex issues.
Concern about impact on other residents
A major issue identified by supervisors, regardless of philosophy, was the impact of age-related health changes of one resident on the lives of other residents. Whether they wake others up at night, have frequent visits to clinics, move slowly, or have frequent sick days, the entire group was affected. Events and outings sometimes had to be cancelled to accommodate an ill resident. These issues brought the two philosophies into conflict. Group outings were difficult when one resident couldn't keep up, making it difficult for the group. In some situations, treasured activities were dropped completely as it was too difficult for staff to manage the residents moving at different paces.
… because we can't get him in a bus, you know, which means that the other guys can't go out, they miss out on a lot. (#4) Some supervisors believed it was unfair to other residents who had to forego enjoyable activities such as picnics or bowling to wait for the resident who had slowed down. When the supervisors focus was primarily on 'the other residents' in the home, the ill (or slow) person was less likely to be accommodated and was at risk for being sent to aged care. A strong 'active engagement' philosophy tended to influence where supervisors came down on this question with a move to aged care more likely to be supported.
General slowing down, development of medical problems and cognitive/behavioural changes experienced by a resident had significant affects on other residents. Disruption to other residents during the night was also commonly identified as a major consideration in whether a resident could stay, or must move to aged care. When changes in one resident's health status interrupted the sleep of other residents, even supervisors committed to 'ageing in place' had difficulty dealing with the dilemma of how long the resident could remain. Now John has nocturnal epilepsy and I tell you what when he has a seizure it sounded like a band of Indians is coming into the house … Like he might try to get up in the middle of the night, and we caught him peeing on the dining room table, because he really didn't know what he was doing, you know. Or he'll go into the hall cupboard. And because we don't have active nights it's very hard to catch that. (#4) All supervisors were very aware of the waiting lists and the need to move people on so that new residents could be accommodated, however those with an 'active engagement' philosophy tended to give this greater consideration.
Conclusion
The findings from this study suggest that group home supervisors are primary decision makers in whether residents can remain in the group home or will be relocated to residential aged care. Their decisions are based on a myriad of factors, although the residents' preference is not prominent among them. Although supervisors were generally concerned about residents' wellbeing, they rarely sought residents' views on relocation. Instead, group home supervisors described themselves as acting in the best interests of the residents when they considered whether the resident could stay. Significantly, recent discussions about the rights of people with intellectual disability have focused on strategies to promote inclusion in decisions that affect them (Chesterman and Carter 2009; Dunn et al. 2007; Kayess and French 2008) . For residents who were unable to speak for themselves, guidelines for acting in 'the best interests' of the person with limited decision making capacity have been developed and (Chesterman and Carter 2009) , in some places codified into law (Dunn et al. 2007 ). Dunn, Clare, and Holland (2008) have described some of the complexities of 'acting in the best interests' of group home residents. While the issue is not often addressed in discussions about the rights of people with intellectual disability, Dunn, Clare, and Holland (2008) identified the difficulty that can arise when determining a person's best interests is confounded by, or competes with the interests of others. Such is the case in determining whether an ageing person with intellectual disability can remain in the group home. Supervisors' descriptions of decision making about relocation were often more about the impact that the decision would have on other residents, staff and the organization. In fact, the most frequently cited reason for a move was the negative impact that remaining in the home would have on other residents and staff, thus competing with the 'best interests' of others.
In a statement published by the Office of the Public Advocate (OPA) for Victoria, Australia, the complexity of determining decisional capacity in medical contexts, specifically in relation to consent for medical procedures, was acknowledged (Chesterman and Carter 2009) . The OPA statement outlines four levels of capacity required to make autonomous decisions related to medical care (understanding, appreciation, reasoning, choice) noting that decision support would be required for individuals lacking such capacities. Most significantly, the OPA statement suggests a fifth component in decision making, namely values, noting that 'weighing the risks and benefits of various alternative choices requires values. So does selecting one option over others' (7). While decisions about moving to aged care or remaining in the group home involve issues that are somewhat different than the risks and benefits of specific medical procedures, the two types of decisions share many dimensions. Both involve weighing the alternatives and choosing between options, both are intended to be in the best interests of the person who may be lacking in some aspect of decisional capacity, and both can have significant impact on quality of life.
As many group home residents have resided in the group home for much of their adult lives, the other group home residents are often their most significant and enduring relationships. Moving to an aged care setting is, consequently, a major disruption of the most important personal relationships and long established routines and has clear implications for personal values of the individual affected. This would certainly be a primary factor in any real consideration of a resident's best interests. While group home supervisors often acknowledged the disruption of relationships caused by such a move, this was not often a significant factor in the decision.
Compounding the complexities of decision making in this circumstance are the very real health considerations that may be at the centre of the decision. In addition to the staffing and resource implications for the organization and the anticipated impact on other residents, the well documented tendency to medicalize ageing makes it difficult to focus on the values and best interests of the resident. That is, once an issue is defined as 'medical' it is likely to become the domain of medical experts or care providers, effectively removing it from the individual's scope of control or influence. Thus solving such a problem does not require input from the person affected once it has been transferred to the domain of experts.
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